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Abstract
Background: There is limited research on the use of evidence to inform policy-making in the Pacific. This study
aims to identify and describe factors that facilitate or limit the use of evidence in food-related policy-making in the
Health and Agriculture Ministries in Fiji.
Methods: Semi-structured face-to-face interviews were conducted with selected policy-makers in two government
ministries that were instrumental in the development of food-related policies in Fiji designed to prevent Non-
Communicable Diseases (NCDs). Snowball sampling was used to recruit, as key informants, senior policy-makers in
management positions such as national advisors and directors who were based at either the national headquarters
or equivalent. Interviewees were asked about their experiences in developing food-related or other policies, barriers
or facilitators encountered in the policy development and implementation process and the use of evidence. Each
interview lasted approximately 45–60 minutes, and was conducted in English. Audio-recorded interviews were
transcribed, thematically coded and analyzed using N-Vivo 8.0 software.
Results: Thirty-one policy-makers from the Ministry of Health and Medical Services (MoHMS n = 18) and the Ministry of
Agriculture (MoA n = 13) in Fiji participated in the study. Whilst evidence is sometimes used in food-related policy-making
in both the Health and Agriculture Ministries (including formal evidence such as published research and informal evidence
such as personal experiences and opinions), it is not yet embedded as an essential part of the process. Participants
indicated that a lack of resources, poor technical support in terms of training, the absence of clear strategies for improving
competent use of evidence, procedures regarding engagement with other stakeholders across sectors, varying support
from senior managers and limited consultation across sectors were barriers to evidence use. The willingness of
organizations to create a culture of using evidence was reported as a facilitator.
Conclusion: The use of evidence in policy-making will only become a reality in Fiji if it is a formalized part of the
government’s policy-making systems. A systems approach to food-related policy-making and implementation may
achieve this by helping Ministries manage the complex and dynamic nature of food-related policy-making in Fiji.
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Background
Non-communicable Diseases (NCDs) are a growing
problem and a major cause of disability and death in Fiji.
The Global Burden of Disease study [1] found that is-
chemic heart disease, diabetes mellitus and cardiovascular
disease were the highest ranking causes of years of life lost
and years lived with a disability in Fiji in 2010. Fiji like
other low and middle-income countries in the Pacific
region is actively seeking a comprehensive set of solutions
to combat the rising level of NCDs.
Food-related policy is a promising strategy for popula-
tion health [2–4] as direct policy actions help create
environments conducive to healthy diets. Promising
policies include restrictions on the marketing of un-
healthy foods and non-alcoholic beverages to children
[5], nutrition labeling, and food taxes and subsidies [2].
Such policies have been widely encouraged, but there
has been insufficient use overall of evidence-informed
policy initiatives [2, 6]. A number of reasons are likely to
hinder evidence-informed policy implementation includ-
ing debate over what is considered ‘evidence’, the robust-
ness and applicability of evidence and the availability of
the evidence to policy-makers [7, 8]. Additionally, sup-
porting research use in policymaking entails cultural, in-
stitutional and political challenges [9]. An understanding
of the role of the institutional structures, the political
systems that shape the capacity of governments to
develop effective policies and cultural resistance that
may include indifference and lack of research skills and
time, are all critical [10]. Policy-makers need ready ac-
cess to relevant, quality evidence but do not necessarily
invest time in critical appraisal. This leads to poorly in-
formed decision-making and ultimately less efficient and
ineffective policies.
Evidence-based policy-making is characterized as a
systematic approach to accessing, appraising and using
evidence to shape the decision-making processes [11].
However, there are risks that evidence can be misused in
policy development. Policy decisions made in health and
agriculture sectors in many countries are driven by dif-
ferent stakeholders, including the media, funding agen-
cies, and special interest groups [12–14]. Parkhurst [15]
discussed how political interests can drive the distortion
or selective inclusion of evidence, leading to invalid con-
clusions. An example of where this type of technical bias
has included evidence creation is the tobacco’s industry’s
manipulation of research findings to suggest that smok-
ing is less harmful than is actually the case [16]. While
examining the way in which policy drives the research
agenda, Smith argues that rather than thinking in terms
of research supplying evidence, it is more productive to
look at how it generates ideas that can shape the policy-
making process [17]. It is however critical to have a high
level of integrity in analysing and interpreting data and
support for an ‘evidence-based’ policy solution [18]
when considering how evidence informs policy [8, 19].
Effective use of evidence is determined by the policy-
maker’s ability to access and analyse the best available
evidence, and apply it to the formulation of policies.
However, there is often limited capacity and resources
for supporting the development of evidence-informed
policies [20–22]. Obstacles to the use of evidence in
policy-making include a lack of time and the skills
required to acquire evidence [8, 23, 24], the non-
availability of research evidence at the time when it is
required [24–26] and poor dissemination of information
useful for decision-makers [27–30]. Additionally, consid-
eration of the variable sources of evidence for compli-
cated and complex problems in both health and
agriculture sectors is essential [14]. In health and nutri-
tion, there is often heavy reliance on medical studies and
cost effectiveness analyses [31]. In contrast, the agricul-
ture sector tends to rely more on social science research
which might be seen as less rigorous in design [32].
Although the Fijian government has recognized the
importance of changing the obesogenic environment
through multisectoral collaborations [33], barriers re-
lated to collaboration between health and non-health
sectors, and within and across sectors still exist [34–36].
Food-related policy-making and implementation needs
strengthening in Fiji. However, experience suggests that
achievement of this aim is complex. Firstly, work is re-
quired to help other sectors recognize the importance of
reducing NCDs; for example, the trade sector needs to
be involved given that much of the unhealthy food
available in Fiji is imported [37, 38]. Secondly, policy
enforcement is challenging. For example, in 2002 Fiji im-
plemented a ban on mutton flap sales under a trading
standard regulation not under the MoHMS. For a num-
ber of reasons however, it has not been well enforced
and therefore the impact is likely to have been limited
[39]. Thirdly, private sector agendas can affect policy
decisions. For example, taxes on sugar-sweetened bever-
age have been adopted and then removed multiple times
in Fiji over recent decades as a consequence of major
objections and debates, despite the implementation of
taxes being quite straightforward [34, 39, 40]. Thow
notes that, in Fiji and other Pacific Islands, barriers to
the development and implementation of effective food
policies include a narrow focus solely on health concerns
(not taking into account policy issues relevant to other
sectors), limited engagement with other sectors in pro-
posing and developing such cross-sectoral policies, and a
lack of clear enforcement mechanisms [39]. The Fiji
government, like its counterparts in many low- and
middle-income countries, has limited economic and
human resources, low access to technology, and inad-
equate access to evidence on some issues for sound
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decision-making, but nevertheless supports inter-sectoral
collaboration during the development of policy [41, 42].
This study aims to explore what is perceived to be ‘ap-
propriate evidence’ by the different policy-makers, and
how perceptions of this differ in the health and agricul-
ture sectors in Fiji.
Methods
Study design and sampling
This qualitative study entailed a collective case study de-
sign. The study builds on the Pacific Obesity Prevention
In Communities (OPIC) project which took place from
2004–2009 [43] and the Translational Research on
Obesity Prevention In Communities (TROPIC) project
in 2010–2012 [21, 44]. Whilst the OPIC project targeted
obesity amongst adolescents, a sub-study focused on
food policy and identified potential policies and ranked
them in terms of their likely cost-effectiveness and feasi-
bility as measures to curb NCD growth [45]. TROPIC
targeted policies to tackle obesity and NCDs in Fiji and
assessed how policy-making could be increased, and
whether a knowledge brokering approach (focused on
increasing access to and use of evidence) would be
effective [44]. It developed the skills of key staff from
four government ministries and two non-government
organisations in evidence-use and policy brief develop-
ment. In the current study, we chose to work with the
two government ministries (MoHMS and MOA) that
were directly involved in the development of the food-
related policies in Fiji and had previous involvement in
the OPIC and TROPIC programs. We decided to work
in two ministries because we recognized that organiza-
tions have their own distinct “cultures” and do not
necessarily use the same language, nor have the same atti-
tudes and expectations about the value of evidence for pol-
icy. The involvement of the two ministries may provide a
better understanding of the health and agricultural policy
processes, provide insights into the dynamic process that
drives evidence-use in policy-making in different sectors
and insight into what constitutes appropriate evidence.
Endorsement to work with the two selected govern-
ment ministries was secured from their respective
Permanent Secretary. Once secured, snowball sampling
was used to recruit senior policy-makers from the two
ministries who had relevant experience in policy devel-
opment. Sampling continued until saturation of informa-
tion from the interviews was reached. High-level
policy-makers were defined as senior government offi-
cials with management positions such as national advi-
sors and directors who are based either at the national
headquarters in Suva or equivalent. Previous involvement
in the OPIC and TROPIC projects made these partici-
pants ideal interviewees as a starting point for this study.
Potential participants were initially contacted by email,
followed by a phone call detailing how she/he had been
nominated. A written invitation to take part in the pro-
ject was provided along with a plain language statement
outlining the study purpose; the requirements of partici-
pants; and the steps that would be taken to maintain
confidentiality. All participants provided verbal and
written consent.
Data collection
Semi-structured interviews of approximately 45–60 min’
duration were conducted in English in April and May
2015 by the lead investigator, generally in the inter-
viewee’s office at a time convenient to them. An inter-
view guide was developed using a combination of open-
ended and probing questions. Interviewees were asked
about their experiences in developing food-related pol-
icies or any other policies they had been involved in.
This included questions about barriers encountered in
the development and implementation process and the
use of evidence in that process. Each interview was
audio recorded using a digital recorder, with the permis-
sion of the interviewee.
Alongside the interviews, key documents related to
the development of food-related policy in Fiji were
reviewed to ensure a better understanding of the nature
and level of evidence used in the policy development
process. These included publically available documents
(e.g. policy documents, government reports, speeches,
news media and public submissions) and those produced
for internal use (e.g. minutes of meetings, internal
reports, cabinet papers, memoranda or similar corres-
pondence) subject to availability. A formal process was
followed to gain access to minutes of the high-level
meetings as well as the Cabinet papers; this required
completion of a Data Request Form lodged to the Data
registry of the MoHMS and personal requests were
made to officials of the MOA.
Data management and analysis
Trained transcribers transcribed digital recordings of in-
terviews. The transcribers validated all transcriptions by
proofreading against the audio file and editing the tran-
script file accordingly. The interviewer audited all tran-
scripts for accuracy. The recordings were de-identified
to ensure confidentiality at the end of each interview
and before transcribing. All transcripts were entered and
managed using N-Vivo 8.0 software to identify emerging
themes or patterns that related to study objectives. Key
documents were also mapped against the evidence
received from interviews.
The study was managed by researchers based at the
Pacific Research Centre for the Prevention of Obesity
and Non-communicable Diseases (C-POND), School of
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Medicine, Fiji National University in Suva, in collabor-
ation with researchers at Deakin University, Australia.
Results
Participants
Thirty-one policy-makers from the MoHMS (n = 18) and
the MOA (n = 13) in Fiji participated in the study. With
approval to access key internal documents, the authors
were able to access minutes of relevant meetings; ana-
lysis of these showed documentation that some policy
proposals were recommended for resubmission due to
insufficient evidence being used to justify policy issues.
Other accessed documents such as internal reports and
cabinet papers made effective use of evidence.
Evidence
We observed variation among participants in what was
understood by the term evidence and this should be kept
in mind when considering how they reported using
evidence.
For example, “…evidence in agriculture is very critical
and we collect more field data because agriculture is
applied science.”
Influences on evidence-use in food related policy
development
The analysis identified three broad themes that influ-
enced the use of evidence in the development and/or the
implementation of food-related policy in Fiji: access to
credible evidence, collaboration across sectors to get the
right technical advice, and competence in collecting,
analyzing and critically appraising evidence.
(i) Access to credible evidence
The interviews revealed that MoHMS and MOA
policy-makers depended on information systems, par-
ticularly Internet connected computers, to access evi-
dence and independent advice. Participants referred to
information systems as tools provided by their organiza-
tions that facilitated access and evidence-use in decision
or policy-making. Overall, participants described both
facilitators and barriers to accessing quality, current evi-
dence. One participant indicated that they had com-
puters to help them access the findings of research
studies; “…… most of the stations now have computers
and have access to internet, we want to get computers to
every station”. The need for accessing library services for
easy access of evidence was raised by one participant:
“….we used to have our own library; currently we don’t
have a library ….”. Another astute observation was that
credible evidence was particularly hard to access “…..the
internet is always available but credible evidence is
sometimes hard to access because you need to know
[23, 24]like HINARI and PubMed, I think you need to
pay to be able to access evidence from such credible
websites…………..”.A common line of response was that
participants felt they did not have the time to review evi-
dence with the rigor they would like; ”….time is one of the
major barriers…. especially on the various phases to produce
this policy….needs to be done otherwise there will be high
level of irrelevance in the whole policy (document)”.
Government records were the second main source of
evidence but they were often incomplete, inaccessible, or
not valued for a range of reasons. One respondent said:
“… there was no policy document available to guide
decisions, but there were number of studies done in the
sector on production, studies on market, studies on collection
center, studies on prices, studies on value added; all these
studies are (kept) there in the ministry (records) but there is
no document that captures all these findings. These were
very comprehensive studies …conducted by the various
agencies and universities but there is no document that put
together these various findings into a direction that the
ministry could focus …”.
Whilst many participants believed their organizations
were providing some support to facilitate the use of evi-
dence in policy development, barriers were noted relat-
ing to a lack of proper documentation of what is actually
happening in the field, the tools used for data collection
and the lack of ability to effectively verify the data. One
respondent said “…we need to change the data reporting
template…” and another respondent said, “……lack of
timely information and poor planning of national
surveys…”. Evidence can be translated into a usable form
and is used in policy-making but a lack of organized data
can be a barrier; one respondent noted: “we struggled to
prepare the paper to justify the need to support
the…….GDP of agriculture and having (proper) records
to justify the cost benefit to government ….”.
Impact of poor access
The impact of poor access to credible evidence and the
incompleteness of government records were noted as
having slowed down the policy-making process resulting
in less relevant policy. One participant said: “….the main
reason of (proposed) policy not being accepted was
because of little evidence used, …but again when we
assess the data from the record (received), it was not that
strong ……. we don’t have supply volume over the years,
their records (from field officers) are not serious with no
proper documentation …., we struggled to put information
together to justify …”. Many participants stated that insuf-
ficient evidence in policy proposals prolonged the
process of policy-making. One respondent stated:
“…policy proposals having not enough evidence are
usually sent back for reconsideration”, whilst another
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said that ``…policy will be endorsed quickly if good
evidence is shown to support the need”.
Potential strategies to improve access
Some strategies for improving access to credible evidence
along with the problems that still exist were discussed by
participants. One participant said: “…we are improving
our communication and mobility ….since we don’t have
data communication linkages with most of our locality
officers….... The ministry is currently giving out laptops,
computers, and flash nets [broadband internet modem or
dongle] ……, we are in the process of purchasing motorcycles
……to improve (our) reach to the farmers and get those
information that we lack especially with the data from the
fields…. ”.
(ii) Collaboration across sectors to get the right
technical advice
Another theme described by participants as hindering
or facilitating the use of evidence in policy-making was
the process of consultation and collaboration across sec-
tors. Sectors include other government ministries, non-
government organisations and civil societies with similar
interests related to food policies.
Relationships and partnerships
Developing and working in partnerships with stake-
holders was described by many participants as both a
barrier and facilitator of evidence-use. One respondent
said: “…..some areas of concern are the food safety and
food quality. We still believe that the role should be
(shared) between the two ministries (Health and
Agriculture), they should be working together with
policies involving (food) production, processing and going
into retailing processes, that chain should be well
understood (by both parties)….. how food standard food
quality policies can address the whole chain …”. The
importance of receiving valuable technical advice from
partners across sectors and how they affect policy
outcomes was also raised; “….the Bureau of Stats is one
of the important partners in policy planning as they
provide us with the trend of trade data, we somehow
liaise with our embassy in trying to see the demand from
the overseas markets …”. Developing a cross-cutting pol-
icy is a complex process involving multiple factors and
actors. One participant said: “… smoking, nutrition and
alcohol are all trade issues …but the key players are
trade and multi-national and we are struggling as how
best to work with them”.
Getting the right people involved
The importance of engaging and communicating with
the right people during collaboration was raised in the
context of addressing the problems or policy challenges.
One of the respondents said: “…the consultation effort
which needs to be very much inclusive …in getting the right
people so that at least they provide the right technical
advice …to some extent, (the) Attorney General’s office
needs to be incorporated in every consultation regarding
trade. ….…”. Staff turn-over also affects the engagement
process across government ministries: “…length of time
senior staff spent in leadership level….lots of turnover in
workforce….engagement and consultation process needs to
be reviewed as right now is whom you know….”.
Challenges of collaboration
Many participants discussed the importance of achieving
a balance between the right evidence and the skills re-
quired in engaging with other players outside of their
own ministry. One participant said “…..our approach to
policy is very much a medical approach and when you
talk to government to create legislation, we have to move
away from the medical approach. It has to be socio-
economic approach and for that we need an economist or
somebody who can think health economics and change
our disease statistics to health economic argument ……
they can understand the argument from the socio-eco-
nomic perspective or environment in terms of legislation
……biggest challenge ……………….”. Another challenge of
multisectoral collaboration is that different types of evi-
dence are seen to be important in the different sectors.
One participant shared “We are not reporting on health
loss and not talking financial or economic language when
dealing with trade and finance and we fail to convince
them using…”.
Potential strategies for improving collaboration
Weighing the benefits and seeking common ground was
suggested as a good strategy for collaboration. One par-
ticipant said: “……we looked at where the problems are
with advertising (of junk food to children), where the
peak hours for all the junk foods, then with the assistance
of WHO [World Health Organization] got the cabinet
paper ready but the cabinet paper had been studied,
endorsed and then sits with XX’s office…..for close to two
years now. We are having difficulty with the other
stakeholders ……..meaning the wholesalers, the producers,
the commercial soft drinks, ………. they threatened that
(the policy) will create unemployment, and trade doesn’t
want that …..”.
(iii)Competence in collecting, analyzing and critically
appraising evidence
The third clear theme was staff competence in collect-
ing, analyzing and critically appraising evidence.
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Making sense of evidence
Enhancing capacity to promote greater use of evidence
in policy and decision-making is crucial in any govern-
ment system. One respondent noted: “…we have our
statistics unit here but we need to know how to analyze
and interpret data correctly…” Another participant com-
mented “….we did not do our homework well, no supportive
documents ….. it went from the lower house thrown back
again twice, …….we were confronted with questions in our
third approach but we have lots of evidence this time to
justify the case, it’s just a matter of … understanding the
needs, what type of evidence is needed and where to get it
from …..”.
Lack of capacity and skills to systematically document
field research and analyze routine data is a constraint to
the use of evidence. The comment of one policy-maker
illustrates this; “……..it goes back to proper documentation;
making sure that the ministry is documenting each and
every process…. and is kept in a very systematic way and is
accessible to people needing that information; the people
that would be getting that information are also
knowledgeable in how to get them like electronically …”.
Another participant said “…. we need (more) training to
conduct survey, how to analyze it, which (statistical)
package to use ……we even need more consultation and
integration within the ministry and that is something we
are working towards to”.
Some potential strategies highlighted by participants
for improving competent use of evidence included the
need to increase networks and research and training.
Increased networks to strengthen communication and
exchange
Some participants felt that interaction and communica-
tion were the keys to improving competent use of evi-
dence; one said: “………my experience with the food
safety regulation is that we have to go through the
media… consult the people too for their comments…..
other people they might have the expertise…”.
The importance of networking was also discussed: “…
our network with food industries has been very good…
trying to get fisheries products … to the EU so we bring
in all fish factories and so another reason why we have
to update our legislation not only based on CODEX but
also based on EU requirements”.
The diversity of evidence gathered from providers was
also highlighted as an essential component of under-
standing the views of different stakeholders. For ex-
ample, some farmers are constantly making adjustments
in their farms for smooth operations and profitability to
enhance the financial return of the farm: “…(we also)
document farming system to see the profitability ….
monetary crop like sugar cane is easy where you have
some integrated system and sometimes farmers complain
about this. We know that they are making money from
some other things that can only be showing if you do
some farming system analysis for the whole farmer’s
budget, so those are the two areas that we champion and
monitor with all the stakeholders within the ministry…”.
Research and training
The need for funding of scientific research was identi-
fied. One participant remarked: “… if we need to develop
policies on NCDs and Communicable disease or any
other policy issues ….. need funding …. how effective is
that policy in terms of achieving what you actually set
up to achieve in the first place, then sometimes the policy
can be outdated, you know you might develop it now
because of the changes in health system, these things
change, and so as finance policy”.
Whilst the importance of training policy-makers in
adopting a culture towards the use of evidence was iden-
tified, no training and educational programs have been
developed. “Firstly, at this (management) level, we are
expected to think policy but we are not trained to do
policy, most of us came out from operational and most of
our work here still is operational ……we need to attend
training for human resource development, leadership
and governance in policy-making. Secondly; ….. once you
think policy the next level is evidence based, there is lack
of (skills to access and use) evidence or the empowerment
to be able to seek relevant evidence using technology that
is available to apply this…..”. Strengthening organizational
capacity requires significant investment in both financial
and human resources. One participant said: “….well right
now, our Statistics unit is conducting training with our
staff…..recruiting staff to cater for the needs and these
are the people that are going to the field…”.
Discussion
This study is important and innovative because it cap-
tures policy-makers’ views and experiences on the use of
evidence in food-related policy-making in both the
Health and Agriculture Ministries in a middle-income
country. The study findings indicate that whilst policy-
makers value evidence in developing food-related pol-
icies, challenges of having a shared understanding of
what evidence is, technical knowledge and tools to ac-
cess and use sound and relevant evidence, and collabor-
ation with other government sectors still exist. The low
level of uptake of evidence may be attributed to these
challenges and limited support for the use of evidence in
decision-making within their organisation.
Access
Insufficient access to evidence identified from the per-
spectives of the interviewees illustrates how their work
settings are driven by the constraints in organizational
Waqa et al. BMC Public Health  (2017) 17:51 Page 6 of 10
support towards use of evidence in policy-making. While
it is important for all policy-makers across sectors to
have access to and share evidence with other stake-
holders, this is often not the case, particularly if an orga-
nization’s data or information management policy does
not accommodate open-access. In addition, while
organizational barriers limited the impact of using
evidence, the challenge for these organizations was to
introduce appropriate research tools for managing
and analyzing research data such as N-Vivo 8.0
software [8, 20, 21, 30]. Further, strengthening of
organizational capacity and development of structures
and processes that support evidence-uptake and data
exchange from other sources were established to
increase capacity to access research evidence [30, 46, 47].
For example, other studies have noted improvements in
the use of evidence in policy-making when internet access
was expanded and library resources were updated [20, 48].
Based on these findings, both the MoHMS and the MOA
may benefit from investment in an open access data
repository system that stores, manages, indexes, preserves
and shares research outputs produced by university
researchers, conference papers and summary reports of
national surveys. Whilst making evidence accessible to its
intended users can be expensive, self-archiving using open
access has been proved successful [49, 50]. However, this
cannot happen without international consensus [51]. Grey
literature including reports not usually formally published,
important government-planning documents, and other in-
formation for wider dissemination used in policy decisions
that affect food-related policies, should also be included.
Collaboration
One of the reasons cited for inadequate use of evidence
included the general lack of formal processes for en-
gaging and collaborating with other stakeholders. The
evidence-seeking patterns of policy-makers as shared in
the interviews depend on their access to cross-
governmental information systems or websites and their
contacts with colleagues; this created an environment
where they primarily work in isolation [39, 40]. Ultimately,
this situation has negative consequences; it is important to
get that part of the policy-making system right in terms of
providing the required support [26, 30, 52, 53]. Increasing
interaction and communication between and across stake-
holders was identified as key to improving the use of evi-
dence in policy-making, both in the interviews and by
others in the literature [27, 29, 30]. This is important as in
the case of health and trade, some issues produced closer
cooperation between the two sectors, whilst others have ex-
posed tensions between the goals of (a) protecting health
and (b) promoting trade in goods, services and investment
capital [54]. However, other researchers have also found
that without clear political priorities, policy-making is also
hampered by lack of clear direction and purpose
[35, 36, 39, 55]. Examining how the MOA and the
MoHMS access, apply and share evidence is there-
fore important for better understanding of their
existing structures and functions towards improved
collaboration.
As noted, the findings from this study demonstrate the
absence of a clear formal direction that guides effective
communication between potential partners. Efforts are
needed for the MoHMS and the MOA to harmonize the
policy approaches and methods, at least within areas
with similar policy interests. Cross-sectoral collaboration
that involves linking or sharing of evidence, policies, re-
sources, activities and services by two or more organiza-
tions in the pursuit of a common goal [56] is one of the
successful strategies [57]. However, challenges around
building trust and coordinated responses were reported.
At the outset, stakeholders need to know exactly what
they had to offer and to understand the problem well
enough to know how they might be interdependent. The
barriers identified in this current study and in line with
findings by Thow and others [39, 58], indicate areas that
government organizations can target to build a system
that supports collaboration in policy-making.
Competence
The other most essential element of using evidence as
highlighted by participants was competence in collect-
ing, analyzing and critically appraising evidence. Effect-
ive use of evidence is determined by the policy-maker’s
ability to access and analyse the best available evidence,
and apply it to the formulation of policies. However,
strengthening capacity building and providing incentives
are key to the successful adoption of and support for the
development of evidence-informed policies [20–22].
Many participants recognized the value and import-
ance of using evidence in policy-making but did not
have either the time or skills to search for the evidence
themselves. Various strategies have been used to pro-
mote policy dialogues [48] like knowledge brokerage
mechanisms [28, 29, 59] and presenting research results
to policy-makers [60]; nevertheless, the uptake of evi-
dence still remains an important challenge to policy-
making. While training all staff in an organization on
the use of evidence in policy-making seems necessary, it
is not sufficient to support evidence-informed policy;
researchers are searching for more effective and innova-
tive mechanisms to bridge the gap between knowledge
generation and uptake [61]. Bunger et. al observed that
engaging a trained group of staff as experts who will act
as information sources and champions to whom policy-
makers can turn when they need knowledge and evi-
dence would provide for improved evidence-uptake in a
more centralized network [62]. Pursuing this approach
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in Fiji should help the existing landscape of information
providers and their information systems technologies
and databases. This may help to overcome at least some
of the difficulties faced by policy-makers when trying to
bring together information from different sources and
institutions on the same subject or area of interest.
Strengths and limitations of the study
The strengths of this study are that we were able to con-
duct face-to-face interviews with actual policy-makers; the
involvement and cooperation of two government ministries;
and the willingness of participants to engage and focus on
authentic policy processes. A limitation was that, even
though we assured interviewees that the data would be
anonymized, some may have held back information
through fear of repercussions. Also, not all key documents
such as discussion papers and cabinet papers could be
accessed; these may have been useful in developing a better
understanding of the interview data and the wider context.
Conclusions
This study has shown that evidence is sometimes used
in the process of making food-related policies in Fiji but
research tools, technical knowledge to access and use
sound and relevant evidence, and collaboration with
other government sectors stand in the way of more con-
sistent and informed use of evidence. Each Ministry’s
Executive Committee members required evidence to
support policy briefs/proposal. Where insufficient or
poor quality evidence was provided, this had the effect
of slowing down the approval process because the
Executive Committee would send the brief back for fur-
ther input. In some cases evidence simply wasn’t available
and this could stall policy implementation indefinitely.
Implications
There is a need for an active network and functional
information system in the Ministries comprising
context-specific knowledge management and translation
opportunities linking people and resources and building
on existing expertise and professional networks. This
provides a broad integrated view of dynamics associated
with the use of evidence in the process of food-policies,
thus accommodating the different perspectives of policy-
makers. This study has shown that organizations need to
look at all aspects of their systems to ensure that at
every level and point in the process, evidence access and
use is supported and encouraged.
Abbreviations
C-POND: Pacific Research Centre for the Prevention of Obesity and Non-
communicable Diseases; MOA: Ministry of Agriculture; MoHMS: Ministry of
Health and Medical Services; NCDs: Non-communicable Diseases;
OPIC: Pacific Obesity Prevention In Communities; TROPIC: Translational
Research On Obesity Prevention In Communities; WHO: World Health
Organisation
Acknowledgements
The authors wished to thank the Fijian Ministry of Health and Medical
Services and the Ministry of Agriculture, for making this study possible and
are grateful to all interviewees from both organizations.
Funding
The Australian National Health and Medical Research Council (NHMRC)
through the Centre for Research Excellence grant in Obesity Policy and Food
Systems (#1041020) funded this study. Colin Bell and Marj Moodie are
researchers within a National Health and Medical Research Council Centre
for Research Excellence in Obesity Policy and Food Systems (APP1041020).
Gade Waqa is supported by a NHMRC PhD stipend through this grant that
covers the data collection, analysis and interpretation and in writing the
manuscript. The NHMRC, as funding body, had no role in the design of the
study and collection, analysis, and interpretation of data and in writing the
manuscript.
Availability of data and materials
De-identified Interview transcripts are available upon request to the
corresponding author.
Authors’ contributions
GW conceptualized the paper, collected and analyzed the data, wrote the
first draft and the final version. MM co-designed the project and co-analyzed
the data, as well as critically reviewed all drafts. WS and CB were involved in
the study design, the critical review of all drafts and approval of the final version.
All authors read and approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
Approval for the study was obtained from the Fiji National Research Ethics
Review Committee of the MoHMS in Fiji (2014.70.NW), and the Human Ethics
Advisory Group of Deakin University, Melbourne, Australia (HEAG-H 156/
2014) respectively.
Potential participants were initially contacted by email, followed by a phone
call detailing how she/he had been nominated. A written invitation to take
part in the project was provided along with a plain language statement
outlining the study purpose; the requirements of participants; and the steps
that would be taken to maintain confidentiality. All participants provided
verbal and written consent.
The recordings were de-identified to ensure confidentiality at the end of
each interview and before transcribing. All transcripts were entered and
managed using N-Vivo 8.0 software to identify emerging themes or patterns
that related to study objectives.
Author details
1C-POND, Fiji School of Medicine, College of Medicine, Nursing and Health
Sciences, Fiji National University, Suva, Fiji. 2Deakin Health Economics, Centre
for Population Health Research, Faculty of Health, Deakin University,
Melbourne, Australia. 3Global Obesity Centre, Centre for Population Health
Research, Faculty of Health, Deakin University, Melbourne, Australia.
Received: 15 July 2016 Accepted: 14 December 2016
References
1. Lozano R, et al. Global and regional mortality from 235 causes of death for
20 age groups in 1990 and 2010: a systematic analysis for the Global
Burden of Disease Study 2010. Lancet. 2012;380(9859):2095–128.
2. World Health Organization. Population-based approaches to childhood
obesity prevention. http://www.who.int/dietphysicalactivity/childhood/
WHO_new_childhoodobesity_PREVENTION_27nov_HR. Accessed 11 Mar 2016.
3. Waters E, et al. Interventions for preventing obesity in children. Sao Paulo
Med J. 2014;132(2):128–9.
4. Fernstrom MH, et al. Communication strategies to help reduce the
prevalence of non-communicable diseases: proceedings from the
Waqa et al. BMC Public Health  (2017) 17:51 Page 8 of 10
inaugural IFIC Foundation Global Diet and Physical Activity
Communications Summit. Nutr Rev. 2012;70(5):301–10.
5. Gortmaker SL, et al. Changing the future of obesity: science, policy, and
action. The Lancet. 2011;378(9793):838–47.
6. Strehlenert H, et al. Evidence-informed policy formulation and
implementation: a comparative case study of two national policies
for improving health and social care in Sweden. Implement Sci.
2015;10(1):169.
7. Waqanivalu TK. Pacific islanders pay heavy price for abandoning traditional
diet. Bull World Health Organ. 2010;88(7):484–5.
8. Oliver K, et al. A systemic review of the barriers to and facilitators of
the use of evidence by policymakers. BMC Health Services Research.
2014;14(2).
9. Humphreys K, Piot P. Scientific evidence alone is not sufficient basis
for health policy. Bmj. 2012;344:e1316. doi:10.1136/bmj.e1316. PMID:
22371864
10. World Health Organisation. Obesity: preventing and managing the global
epidemic. Report of a WHO consultation. Geneva: World Health Organisation;
2000. p. 253.
11. De Savigny D, Adam T. Systems thinking for health systems strengthening.
http://www.who.int/alliance-hpsr/resources/9789241563895/en/. Accessed
15 Feb 2016.
12. Nutley S, Davies H, Walter I. University of St. Andrews: Research Unit for
Research Utilisation. 2004.
13. Lobstein T, Frelut M. Prevalence of overweight among children in Europe.
Obes Rev. 2003;4(4):195–200.
14. Resnick D, et al. Conceptualizing Drivers of Policy Change in Agriculture,
Nutrition, and Food Security. Food Security Policy Discussion paper;
2015. Available from: http://fsg.afre.msu.edu/fsp/Resnick_DP.pdf.
Accessed 24 Sept 2016.
15. Parkhurst JO. Appeals to evidence for the resolution of wicked
problems: the origins and mechanisms of evidentiary bias. Policy
Sciences. 2016;49(4):373–93.
16. Wertz MS, et al. The toxic effects of cigarette additives. Philip Morris’ project
mix reconsidered: an analysis of documents released through litigation.
PLoS Med. 2011;8(12):e1001145.
17. Smith K. Beyond Evidence Based Policy in Public Health. http://www.
palgrave.com/us/book/9781137026576. Accessed 24 Sept 2016.
doi:10.1057/9781137026583.
18. Cairney P. The Politics of Evidence-Based Policy Making. http://link.springer.
com/book/10.1057%2F978-1-137-51781-4. Accessed 24 Sept 2016.
doi:10.1057/978-1-137-51781-4.
19. Oliver K, Lorenc T, Innvær S. New directions in evidence-based policy research:
a critical analysis of the literature. Health Res Policy Syst. 2014;12:34.
20. Lavis, J, et al. SUPPORT tools for evidence-informed health policymaking
(STP) 5: Using research evidence to frame options to address a problem.
Health Research Policy & Systems. 2009;7(suppl 1):I1.
21. Waqa G, et al. Participants’ perceptions of a knowledge-brokering strategy
to facilitate evidence-informed policy-making in Fiji. BMC Public Health.
2013;13(1):725.
22. Hamel N. Knowing is not enough: Organisational Capacity of Developing
810 Countries’ Health Professional Associations to Utilise Research. Thesis
submitted 811 to University of Ottawa 2010 [cited Accessed 17 November
2015; Available Q11 812 from:http://www.ruor.uottawa.ca/en/handle/
10393130003.. Accessed 17 November 2015.
23. Innvaer S, et al. Health policy-makers’ perceptions of their use of evidence: a
systematic review. J Health Serv Res Policy. 2002;7:239–44.
24. Orton L, et al. The use of research evidence in public health decision
making processes: systematic review. PLoS One. 2011;6(7):e21704.
25. Chunharak S. An interactive integrative approach to translating knowledge
and building a “learning organization” in health services management.
Bulletin of the World Health Organization. 2006;84(8):652–57.
26. FAO. Enhancing evidence-based decision making for sustainable agriculture
sector development in Pacific Island Countries, Report of an FAO Expert
Consultation Meeting held in Nadi. Fiji: FAO: Sub-regional Office for the
Pacific Islands, Apia; 2010.
27. FAO. Realizing economic opportunities in agriculture to promote greater
food security in Pacific Island Countries. 2014; Available from: http://
webcache.googleusercontent.com/search?q=cache:ku8HqQNx9q4J:www.
fao.org/docrep/meeting/030/mj507e.pdf+&cd=1&hl=en&ct=clnk.
Accessed 15 Feb 2016.
28. Waqa G, et al. Knowledge brokering between researchers and policymakers
in Fiji to develop policies to reduce obesity: a process evaluation. Implement
Sci. 2013;8:74.
29. Waqa G, Snowdon W, Mavoa H. An integrative approach of Knowledge to
Action with Policy Makers in a small Pacific nation. Fiji Journal of Public
Health. 2012;1(2):44–6.
30. Hawkes C, et al. Smart food policies for obesity prevention. The Lancet.
2015;385(9985):2410–21.
31. Swinburn B. Obesity prevention: the role of policies, laws and regulations.
Australia and New Zealand Health Policy. 2008;5(1):12.
32. Taylor FE, et al. Health status and behavior among middle-school children
in a midwest community: What are the underpinnings of childhood
obesity? American Heart Journal. 2010;160(6):1185–1189.
33. Ministry of Health and Medical Services. Fijis National Strategic Plan NCD
Plan 2010-2014. 2010; Available from: http://www.health.gov.fj/wp-content/
uploads/2014/05/2_National-Non-Communicable-Diseases-Strategic-Plan-
2010-2014. Accessed 15 Feb 2016..
34. Thow AM, et al. Trade and the nutrition transition: strengthening policy for
health in the pacific. Ecol Food Nutr. 2011;50(1):18–42.
35. Thow AM, et al. Taxing soft drinks in the Pacific: implementation lessons for
improving health”. Health Promot Int. 2011;26(1):55–64.
36. Snowdon W. Challenges of noncommunicable diseases in the Pacific Islands:
the need for evidence and data. Asia Pac J Public Health. 2011;23:110–1.
37. Lim SS, et al. A comparative risk assessment of burden of disease and
injury attributable to 67 risk factors and risk factor clusters in 21 regions,
1990–2010: a systematic analysis for the Global Burden of Disease Study 2010.
Lancet. 2012;380(9859):2224–60.
38. Popkin BM, Adair LS, Ng SW. Global nutrition transition and the pandemic
of obesity in developing countries. Nutr Rev. 2012;70(1):3–21.
39. Thow AM, et al. Trade and food policy: Case studies from three Pacific
Island countries. Food Policy. 2010;35:556–64.
40. Thow AM, et al. The role of policy in improving diets: experiences from the
Pacific Obesity Prevention in Communities food policy project. Obes Rev.
2011;12:68–74.
41. Government of Fiji. Roadmap for democracy and sustainable socio-
economic development 2009–2014. A Better Fiji for All. http://www.fiji.gov.
fj/getattachment/Govt–Publications/Peoples-Charter/RSSED.pdf.aspx.
Accessed 29 Apr 2016.
42. Republic of Fiji Islands. Peoples Charter for Change, Peace and Progress,
National Council for Building a Better Fiji. Suva: Government of Fiji. www.
pidp.org/pireport/special/draftcharter.pdf. Accessed 17 Apr 2016.
43. Swinburn B, et al. The Pacific OPIC (Obesity Prevention In Communities) -
Objectives and designs. Pac Health Dialog. 2007;14(2):139–46.
44. Mavoa H, et al. Knowledge Exchange in the Pacific: The TROPIC
(Translational Research into Obesity prevention Policies for Communities)
project. BMC Public Health. 2012;12:552.
45. Snowdon W, et al. Prioritizing policy interventions to improve diets?
Will it work, can it happen, will it do harm? Health Promot Int.
2010;25(1):123–33.
46. Mannheimer L, Lehto J, Ostlin P. Window of opportunity for intersectoral
health policy in Sweden-open, half-open or half-shut? Health Promot Int.
2007;22(4):307–15.
47. Hawkes C, et al. Linking agricultural policies with obesity and
noncommunicable diseases: a new perspective for a globalising world.
Food Policy. 2012;37(3):343–53.
48. El-Jardali F, et al. Constraints to applying systems thinking concepts in
health systems: A regional perspective from surveying stakeholders in
Eastern Mediterranean countries. Int J Health Policy Manag. 2014;3:399–407.
49. Beaglehole R, et al. UN high-level meeting on non-communicable diseases:
addressing four questions. The Lancet. 2011;378(9789):449–55.
50. Snowdon W, et al. Non-communicable diseases and health system responses
in Fiji. Melbourne: The Nossal Institute, University of Melbourne; 2013.
51. Cheng MH. Asia-Pacific faces diabetes challenge. The Lancet. 2010;
375(9733):2207–10.
52. Thow AM, Kadiyala S, Khandelwal S, Menon P, Downs S and Reddy KS.
Toward Food Policy for the Dual Burden of Malnutrition: An Exploratory
Policy Space Analysis in India. https://www.ncbi.nlm.nih.gov/pubmed/
27312356. Accessed 1 Aug 2015.
53. Herforth A, Ahmed S. The food environment, its effects on dietary
consumption, and potential for measurement within agriculture-nutrition
interventions. Food Security. 2015;7(3):505–20.
Waqa et al. BMC Public Health  (2017) 17:51 Page 9 of 10
54. Leischow SJ, et al. Systems thinking to improve the public’s health. Am J
Prev Med. 2008;35(2):S196–203.
55. Corluka A, et al. Exploring health researchers’ perceptions of policymaking
in Argentina: a qualitative study. Health Policy Plan. 2014;29 suppl 2:ii40-ii49.
56. World Health Organisation. World Health Report: Health systems: improving
performance. http://www.who.int/whr/2000/en/. Accessed 3 Aug 2016.
57. de Savigny D, et al. Introducing vouchers for malaria prevention in Ghana
and Tanzania: context and adoption of innovation in health systems. Health
Policy Plan. 2012;27 suppl 4:iv32-iv43.
58. Hendriks Anna-Marie, et al., Perspectives of Fijian Policymakers on the
Obesity Prevention Policy Landscape. BioMed Research International, 2015.
2015, Article ID 926159, 10 pages, 2015. doi:10.1155/2015/926159.
59. Paina L, Peters DH. Understanding pathways for scaling up health services through
the lens of complex adaptive systems. Health Policy Plan. 2012;27(5):365–73.
60. Agyepong IA, et al. When ‘solutions of yesterday become problems of
today’: crisis-ridden decision making in a complex adaptive system
(CAS)—the Additional Duty Hours Allowance in Ghana. Health Policy Plan.
2012;27 suppl 4:iv20-iv31.
61. WHO. Monitoring the building blocks of health systems: a handbook of
indicators and their measurement strategies. Geneva: World Health
Organization; 2010.
62. World Health Organization. Everybody's business–strengthening health
systems to improve health outcomes: WHO's framework for action.
http://www.who.int/healthsystems/strategy/everybodys_business.pdf.
Accessed 17 Aug 2016.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Waqa et al. BMC Public Health  (2017) 17:51 Page 10 of 10
